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Anaesthesia
General
Local
Position of
patient
 Anaesthesia may he cither general or local; if a general anncsthetiV is
thought advisable a basal anaesthetic such as avertin, followed by the
oral administration of gas and oxygen, is usually most satisfactory. If
local anaesthesia is preferred, as it should usually he for bronchoscopy,
a preliminary injection of morphine sulphate J grain, hyoscinc hydro-
bromide (scopolaminc) ,.},» grain, and atropine sulphate M'IO grain is
given. For the local anaesthesia a 10 per cent solution of cocaine hydro-
chloride is used in the following manner: about 15 minims of (his
solution is sprayed on to the fauces and pharynx; then a larynpcal
applicator Lipped with wool is moistened in the solution and applied
to the inner surface of both lips and to the base of the tongue. The
applicator is passed down along the posterior pillar of the fauces into
the pyriform fossa and held firmly in position fora few moments. This
procedure is repeated two or three times on each side with I he ohjVcl
of blocking the superior laryngeal nerve. The applicator is hrouphl
closely in contact with the posterior pharynpeal wall and more particu-
larly with the laryngeal aspect of the epiglottis. The patient is then ready
for examination.
Some surgeons prefer to have the patient sitting up on a low stool
with the neck stretched forwards and the head extended; but the
recumbent position is most satisfactory and comfortable, both for the
patient and the surgeon. The patient lies on his buck on the table \vith
the shoulders as far as the middle of the scapula projecting over the
end. The head is held by an assistant sitting on the right side with his
right arm under the neck and his left hand supporting the occiput. This
position of the hands enables the assistant to hold a prop in the mouth
with his right hand and to extend the head at the atlunto-occipital
joint for the introduction of the Lube and to move the head laterally if
required for bronchoscopic examination. To obviate the necessity tor an
assistant, several mechanical head-rests have been invented. These are
adjustable, and, by various devices, allow the head to be flexed, extended,
or moved laterally, so that the tube corresponds to the axis of the lumen
of the passage that is under examination.
4.-DIRECT LARYNGOSCOPY
(1)—Technique
408.] The larynx cannot normally be seen bydircct vision; direct laryngo-
scopy consists in the introduction of an illuminated tube-spatula with
which the soft parts are displaced and straightened sufficiently to secure
inspection of the interior of the larynx and its surrounding parts.
After general or local anaesthesia the patient is placed in the dorsal
recumbent position. The surgeon stands at the head of the patient and,
holding the laryngoscope in his left hand, introduces it along the side
of the tongue until, by pressing gently on the base of the tongue with
the tube-spatula, the free edge of the epiglottis comes into view. The

